S
ince 1960, US expenditures have shifted from spending 2.7 times more on food than health care ($74 billion vs $27 billion) to spending 2 times more on health care than food ($2.5 trillion vs $1.25 trillion).
1,2 Despite significant increases in health care spending, obesity and diabetes mellitus rates have increased dramatically. 3 Schools of medicine, nursing, and allied health train health care practitioners to diagnose, treat, and manage disease. Schools of culinary arts train chefs to feed the public or to advise the food industry. Rarely, however, do medical and culinary experts share information, skills, and ideas about how these 2 professional communities might partner to diminish rates of obesity and diseases related to dietary and lifestyle choices.
A desire to establish partnerships between the medical and culinary communities led to the creation of the continuing education conference, "Healthy Kitchens, Healthy Lives-Caring for Our Patients and Ourselves" (www.healthykitchens.org). 4 This 4-day conference has been copresented by Harvard University and The Culinary Institute of America 8 times and includes presentations by nutritional epidemiologists, registered dietitians, chef educators, exercise physiologists, and behavioral experts. Registrants attend didactic and interactive (ie, hands-on cooking) plenary sessions and workshops. (See eAppendix for additional details; http: //www.jamainternalmed.com.)
The conceptual model for this program was influenced by the observation that for health care professionals, practicing a healthful behavior oneself (eg, exercise, wearing a seat belt) is a powerful predictor of counseling patients about these same behaviors. 5 We explored the possibility that inclusion of "culinary education" in the form of cooking demonstrations and participatory hands-on cooking workshops, combined with more traditional didactic, nutrition-related presentations, would result in changes in behavior among participants' personal habits and their perceived ability to advise overweight or obese patients. Herein, we describe changes in personal and professional nutrition-related behaviors reported by participants (n=387) before and 3 months after this educational experience.
Methods.
We conducted an anonymous survey of registrants' self-reported nutrition-related behaviors at the start of the conference, March 2010, and 12 weeks later (eAppendix). Educational components included didactic presentations relating to nutritional epidemiology and physiology, science of exercise and mindfulness, and culinary demonstrations, hands-on cooking, and tastings.
Responses (at baseline and 12 weeks later) were not matched for participants, as these were anonymous. To test for the equality of 2 proportions, we used the 2 test for 2ϫ2 tables. 6 Since we could not take into account paired data given the anonymity of the responses, the P values reported herein are conservative. We also investigated the relationship between personal nutrition behaviors and professional counseling behaviors with Spearman rank correlations (eAppendix).
Results. Of 387 registrants, 219 (57%) completed the survey at baseline and 192 (50%) completed the follow-up survey (Table) . A total of 265 (66%) were physicians. Respondents reported significant positive changes in frequency of cooking their own meals (pretest, 58%; posttest, 74%; P Ͻ .001); personal awareness of calorie consumption (pretest, 54%; posttest, 64%; PՅ.05); frequency of vegetable consumption (pretest, 69%; posttest, 85%; PՅ.04), nut consumption (pretest, 53%; posttest, 63%; PՅ.04), and whole grain consumption (pretest, 67%; posttest, 84%; PϽ.001); ability to assess a patient's nutrition status (pretest, 46%; posttest, 81%; PϽ.001); and ability to successfully advise overweight or obese patients regarding nutritional and lifestyle habits (pretest, 40%; posttest, 81%; PϽ.001). At the 3-month follow-up, there were significant, modest correlations between clinicians' self-reported diet quality and their ability to advise overweight and obese patients on nutrition and lifestyle changes (correlations, 0.35-0.44; PϽ.001) (eAppendix).
Comment. We explored the possibility that the inclusion of "culinary education" in the form of cooking demonstrations and hands-on cooking, as adjuncts to traditional didactic, nutrition presentations, would result in measurable positive changes in both personal and professional nutrition-related behaviors among participating health care professionals. Comparing survey results from baseline to follow-up at 3 months suggest these changes occurred.
Limitations to this study include its modest sample size, response rates, and the anonymous nature of the survey. In addition, outcomes were based on self-report and were limited to a 3-month follow-up. The sustainability of the observed changes remains unstudied, and, the impact of physicians' changes on their patients' behaviors and clinical outcomes over time were beyond the scope of this initial study (eAppendix).
Many health care professionals aspire to advise their patients about dietary habits and to serve as role a Data are given as percentages from baseline and at the 3-month follow-up. b A total of 96% to 100% of the Personal Habits questions were answered by respondents. c Owing to the computer formatting of the Survey Monkey electronic 3-month follow-up questionnaire, the follow-up to this particular question looked as though it was optional as opposed to required. This may explain the atypically low response rate to this follow-up question.
d From 65% to 99% of Professional Activities questions were answered by respondents. The number of responses to Professional Activities question is smaller than number of responses to Personal Habits questions because these questions are limited to responders who have direct interactions with patients. models. However, they, like the patients they serve, often lack the knowledge and practical experience to proactively advise their patients. Many medical students and physicians feel ill-equipped to counsel overweight or obese patients. [7] [8] [9] As such, we need enhanced educational efforts aimed at translating decades of nutrition science into practical strategies whereby healthy, affordable, easily prepared and delicious foods become the predominant elements of a person's dietary lifestyle. The multidisciplinary interactive educational program described herein may be worthy of further investigation in this regard.
Perhaps in this era of scientific advancement regarding nutrition science, it is now time to "teach the teachers" ways to access, prepare, and enjoy healthy, delicious foods, so that they, in turn, can advise their patients to do the same. ACS, and that these PTSD symptoms 1 month post-ACS are associated with a doubling of risk for ACS recurrence or mortality in the subsequent 1 to 3 years. 1 Although we reviewed the known risk factors for ACS-
